Among 108 consecutive patients with myelomeningocele aged 5-12 years initiaily treated by a selective policy, seven (6-5%) achieved spontaneous urinary continence, five with normal micturition and two with urgency. AlU had positive conus reflexes and incomplete cord lesions which, with one exception, comprised motor as weli as sensory sacral sparing.
Neuropathic bladder, with urinary incontinence and the risk of renal complications, is a major problem for patients with myelomeningocele and especially for those with smaller lesions whose handicaps otherwise tend to be slight. Reports of patients originally treated on a nonselective basis indicated normal urinary control in 23%' to 33%2 of cases, including a few with thoracolumbar lesions. In a series of children initially managed selectively 51% were stated to be continent of urine.3 Because myelomeningocele almost always involves the terminal spinal cord, these proportions seem surprising and we considered that this issue deserved re-examination. Among the 11 patients reviewed clinically, four had gross urinary and faecal incontinence. Five had an entirely normal pattern of micturition by day although one had primary nocturnal enuresis. Two children were fully continent but had marked urgency of micturition.
Patients
Neurological examination ofthe seven children with spontaneous daytime urinary continence showed a primary neurological level (that to which motor and sensory functions were entirely normal) ranging from L3 to S2. All had positive conus reflexes and an incomplete cord lesion which, except for one girl with urgent micturition, comprised motor as well as sensory sparing in the second to fourth sacral segments. None had suffered symptomatic urinary infections; recent ultrasound examinations or intravenous urography had shown normal upper renal tracts. Bowel habit was normal in all cases.
The incidence of spontaneous urinary continence in relation to the anatomical level of the cord lesion was thoracolumbar 0/8, lumbar 3/44 (7%), lumbosacral 3/39 (8%), and sacral 1/16 (6%).
Discussion
The incidence ofspontaneous urinary continence in the present series, 6-5%, is far less than that previously claimed of children treated by nonselective' 2 or selective3 policies and lesser still when considering those with entirely normal daytime micturition.
Normal urinary control would be expected only of patients with positive conus reflexes and incomplete cord lesions with both motor and sensory sacral sparing, as were the findings in the present series. Incomplete cord lesions are quite common with sacral and lumbosacral myelomeningoceles but unusual with lumbar and exceptional with thoracolumbar lesions. As a rule there is only sensory sacral sparing and when this is accompanied by positive conus reflexes a precarious form of urinary control may be achieved but one which is undoubtedly abnormal. Case report A 7 year old boy presented with vomiting associated with postprandial colicky abdominal pain and a weight loss of 4 kg in the preceding six weeks. There was a history of effortless vomiting from birth, which had not previously been investigated. Despite this, growth parameters were appropriate for age: weight 23 5 kg (50th centile), height 119-5 cm (50th centile), and clinical examination was unremarkable but for borborygmi and non-specific abdominal discomfort.
A blood film suggested a mild iron deficiency anaemia with a haemoglobin concentration of 108 g/l, mean corpuscular volume 68 fl (normal range 7-95) and mean corpuscular haemoglobin 23 pg (25-30) . Abdominal ultrasound and a barium meal and follow through were normal. Liver function tests, serum electrolyte concentrations, amylase and lipase, and urine and faeces microscopy and culture were also normal. Oesophageal manometry was not performed.
OESOPHAGEAL PH PROFILE
Oesophageal pH was evaluated using a pH sensitive antimony electrode introduced via the nares, and positioned 4 cm above the lower oesophageal sphincter under fluoroscopic control. Normal activity was allowed for the period of study (24 hours), and data were recorded on a solid state recorder and analysed using a computer programme (Grant Instruments (Cambridge) Ltd, Squirrel Meter/logger).
When compared with normal data taken from 
